Patient and healthcare provider communication is vital in cancer care and aspects of the patients' experiences provide valuable insight to what constitutes effective cancer communication.
I
T has long been recognized that communication is a vitally important element in any effective cancer care process, and that problems with the communication between patients and their healthcare providers can lead to a wide range of untoward effects. 1 Where there are cultural differences between patients and providers, communication breakdown may become a major concern, and therefore there has been considerable interest in developing knowledge that can facilitate effective communications across cultural divides. In most instances, however, the focus of such inquiry lies in trying to discern the specific communication patterns and preferences of persons from nondominant cultures. There is a significant body of work devoted to informing healthcare professionals about the typical characteristics that they might find within their patients from particular cultural groups. While this body of knowledge plays a useful role to some extent, it also contributes to the possibility of stereotypic approaches that may, in some instances, undermine culturally sensitive communication and detract from an atmosphere of "cultural safety." 2(p223) Thus, those writing in the field of culture and communication in healthcare typically argue for forms of inquiry that go beyond documenting cultural patterns and that consider cultural variation as an opportunity to grapple with the inherent complexity in all human communication. 3 In the context of a recent study of cancer care communication from the patient perspective, we had the opportunity to consider the accounts provided by study participants whose ethnicity differed from the dominant Euro-Canadian norm represented in the majority of our sample and, in most instances, also by the healthcare professionals who cared for them. Beyond providing an opportunity to learn something about their 5 distinctive values and preferences in relation to the communications in which they engaged, these accounts from this nondominant population created a mirror that enabled us to reflect upon what we typically consider our "mainstream" communication patterns. We found that the insights of these culturally nondominant study participants shed a distinct and sometimes quite harsh light on the assumptions that we typically bring to our communication processes in healthcare.
Although the culturally nondominant participants in our study represented a wide range of diversities in both cultural heritage and cancer illness experiences, we detected common patterns and themes across their accounts with respect to the way information, and in particular informed consent, was understood and enacted within our dominant healthcare culture. Using the technique of a systematic qualitative secondary analysis of that subset of the total participant population, we were able to distill themes within the group that provide a useful angle of vision on our dominant peculiarities, thereby enlightening us about some of the attitudinal underpinnings of the larger problems we confront in communicating information within the cancer care context. In this article, we draw upon these themes and consider the insights from the perspective provided by culturally nondominant patients within the larger context of what is known about cancer care communication. We present these reflections not as conclusive "findings" about how various cultural groups understand and interpret information and informed consent, since those issues have been systematically and eloquently reported elsewhere. 4, 5 Rather, our analysis provides a starting point from which to think more deeply about the assumptions that dominant healthcare cultures bring to communications with persons affected by cancer regardless of their cultural heritage. From the perspective of the culturally nondominant groups, some of the assumptions and generalizations embedded in our conventional understandings of communication and informed consent can be brought into sharper focus and examined from a critical perspective. Thus, by reflecting on the experience of "the other," we hope to learn something important about ourselves.
BACKGROUND TO THE STUDY
Our reflections on this phenomenon arose while conducting a large qualitative study involving the analysis of in-depth accounts of 200 British Columbian cancer patients regarding their experiences with, and perspectives of, communication in cancer care. Our sample represented a wide variance with regard to such key variables as tumor site, patient demographic characteristics, and treatment modalities. We specifically asked study participants to help us understand what constituted helpful and unhelpful communications with healthcare professionals at various points within their cancer care experience. We used an interpretive description methodology 6, 7 to guide the processes of data collection, analysis and synthesis, from which we generated findings in relation to various patterns and themes across this diverse group. A detailed description of the study, including study sample characteristics, ethical approval, data collection and management, and analytic logic has been reported elsewhere. 8, 9 Because of the size and diversity of our sample, we had the somewhat rare opportunity within a qualitative study context to explicitly consider a wide range of theoretical variations and thereby consider the meaning of distinct perspectives among and between our study participants. In this manner, we were attracted to a smaller subset of participants who identified as being "culturally different" from what is commonly understood as the dominant ethos that characterizes our part of the world. Although we inhabit a culturally diverse part of Canada, with particularly large and vibrant Asian and South Asian communities representing the majority population in a number of urban areas in particular, significant remnants of the values and orientation associated with an Anglo-European heritage remain. Thus, many of the participants who felt themselves to be different in some manner from the dominant "Anglo" culture also considered that difference to have played a role in any communication difficulties they encountered in their cancer care.
For the purposes of this analysis, we draw upon insights derived from their accounts to reflect on the implications of the tacit assumptions that we, in the dominant culture, hold in relation to cancer care communication. We also make visible the limits of positive discrimination in which healthcare professionals anticipate culturespecific characteristics based on where particular patients originate, and deconstruct dominant cultural ideals about how and what needs to be communicated to patients who have cancer. In addition, participant perceptions about the connections between culture and cancer communication provided us with the opportunity to thoughtfully consider the powerful positions that cancer research and treatment "cultures" take up in Western society. This seemed especially relevant to our province of British Columbia, which boasts one of the world's leading oncology research and practice settings.
The sample subset upon which this analysis is based comprised 21 participants, 18 female and 3 male, each of whom took part in semistructured, individual interviews conducted by trained interviewers. They ranged in age from 27 to 80 years, and reflected a range of socioeconomic circumstances. Nine were Chinese (representing an ethnic diversity within that larger grouping), 6 identified as First Nations/Aboriginal, 3 were of Persian heritage, with the remaining individuals identifying as Jamaican, Dutch Indonesian, and Filipino. The sample reflected a diversity of tumor sites, with clusters in breast (n = 10) and colon (n = 3) cancer.
Each interview was guided by trigger questions designed to extract participant perceptions about what constituted effective and ineffective healthcare communication, such as,
• When in your own personal cancer experience was professional-patient communication most helpful?
• When in your cancer experience was professional-patient communication most problematic/unhelpful? In addition, interviewers probed for explanatory accounts of participants' beliefs and understandings related to the range of communication experiences they encountered, using such questions as,
• In your opinion, what explains the difference between helpful and unhelpful communications by healthcare professionals? • In what ways do you think your experience might be similar to or different from that of other patients with cancer? Interviews were conducted in English and typically lasted 1.5-2.5 hours. They were audiotaped and transcribed verbatim, with digital text entered into NVivo software for the purposes of sorting and organizing. Thematic analysis occurred in the context of research team dialogue, working from textual pieces to thematic groupings in an iterative manner until conceptual patterns began to emerge. In this secondary analysis process, initial analytic impressions of patterns arising within the interview data for this subset of participants were tested against those extracted from the dataset as a whole, and the findings from that process form the basis for this article. The "findings," therefore, represent no conclusive claims about what all individuals from all nondominant cultural groups might experience. Rather, they reflect an initial foray into the assumptions that shape healthcare communication practice as they have been illuminated through the experiential accounts of these particular individuals. Using their perspectives as a springboard for analysis, we enter into a critical reflection on the meaning and implications of what we found to represent a particularly pervasive element within the cancer care communication context-the concept of informed consent.
FINDINGS
The dataset that represented our culturally nondominant subset reflected many of the themes that have been articulated in considerable depth within the literature on cultural sensitivity in healthcare communication. To provide context for our focused analysis, we will highlight 2 particular aspects of these accounts related to "volume of information" and "the role of family." From this introductory foundation of exploring features of the communication experience articulated by these individuals as departures from the dominant mainstream, we begin to reflect on what these themes tell us about our dominant collective assumptions-the attitudes and ideas that shape what we healthcare providers typically think ought to be happening in our patient-provider interactions. In particular, we consider the challenge of ensuring due diligence to the obligation inherent in informed consent. This frame of analysis permits us to delve into the ideas that are commonly held by healthcare professionals about responsibility and accountability. From this, we are able to consider the expanded conceptualization of the notion of informed consent that these perspectives seem to offer.
Themes within the communication accounts of culturally nondominant patients
Two key themes arose from the communication accounts provided by the study participants. First, several accounts indicated that participants wanted the content and volume of information shared by healthcare professionals to be "titrated" in culturally sensitive ways. Second, the need to have information "channeled" to family members and directly involving them when making decisions were highly rated by most participants.
Titrating and transferring information
Most Western clinicians hold the view that information is good for patients and the more the better. [10] [11] [12] [13] This is especially true in British Columbia, where research is conducted by people, for people, to increase our collective knowledge about prevention as well as enhance the outcomes of those afflicted with cancer. Moreover, British Columbia is among the last bastions of public health where many advances made possible by cancer research are accessible to Canadian residents, regardless of their ability to pay for services. Implicit to the cancer imperative is the dominant cultural assumption that people not only need, but want and will benefit from information about "their" cancers. Logically, it follows that when people enter clinical cancer care settings they should listen to learn about cancer in order to take up specific services and treatments. In contrast to the dominant cultural ideals that information is always a good thing, the findings from many studies of culturally specific cohorts clearly indicate that the desire for information can be strongly influenced by cultural and personal factors. [14] [15] [16] [17] [18] [19] [20] [21] The accounts of our study participants showed the importance of these ideas as they have been described in earlier studies. They revealed that these cancer patients from nondominant cultures typically felt they differed from dominant culture patients in relation to their preferences for the content and amount, as well as understandings, of the information healthcare professionals provided. For example, one woman of Persian descent sadly described how a nurse gave her highly detailed information regarding the side effects of chemotherapy, which, although she recognized as well intended, left her feeling hopeless. She recalled that the nurse "wanted to prepare me for this" but that "too directly giving information can crush the spirit." She went on to explain that, from her perspective, "Lots of people in their fight with cancer lose their spirit." She noted that, in her country, families are told a cancer diagnosis first, and the patient is gradually informed of their condition. She further thought that, at times, it might be better for the patient to never know that the diagnosis was cancer. Not wanting to know about a cancer diagnosis is typically labeled as being "in denial" by Western practitioners. However, this participant put forward a culturally informed view that family members were most appropriately positioned to decide where, on a continuum of "knowing all"versus "knowing nothing,"their relative or spouse might be best suited. This is an especially important consideration given cultural norms that busy clinical practices focus on information dissemination and treatment provision. Such auto-triaging influences and perhaps legitimizes the predominance of professional talk, rather than listening, among many healthcare providers.
Other study participants assumed that it was appropriate to tell competent adult patients about the diagnosis, but identified themselves as having different treatment information needs and care expectations than patients from dominant cultures. For example, one man of Chinese origin who was describing impending chemotherapy took solace not in information about the treatment itself, but rather in information about what he would experience following the course of treatment. His view was that the highest priority ought to be to provide him with information that would help him make "the necessary arrangement" so that he could avoid "panic." In this particular case, the participant was focused on the outcome, or the ends, rather than the means by which he was to be treated for cancer. Again, this example illustrates how dominant Western ideals of sharing detailed biomedical information can be anxiety-producing among those who need to stay calm-in this case by focusing on a Yin-Yang balance across the entire illness trajectory. Lipson and Dibble's 5 documentation of preferred "serious illness"communications approaches across 35 different cultural groups confirms that many of the world's cultures understand the delicate matter of receiving bad news to be a much more nuanced, complicated, and social phenomenon than we typically regard in the West.
As has been identified in the literature, proficiency with language is also known to be a critically important factor in patient stress level and ability to cope with cancer. 18 At times, patients who appear to speak standard English quite well may be particularly vulnerable because their comprehension level related to complex healthcare issues may be assumed. 18 
Family health and illness matters
The accounts of participants in this nondominant study sample strongly indicated a preference for involvement of their family in illness decision making. In contrast, the conventional Western view of patient autonomy tends to respect individualism above all else, and may not explicitly take into account that people become patients "in the context of family and culture and inevitably exist not simply as individuals but in a web of relationships." 23(p825) Western beliefs about autonomy often take precedence over other ethical dimensions, with individual freedom and self-determination taking on prime importance. 13 Indeed, in considering ethical issues within the context of the health of adult patients, the limits of family involvement are often clearly set out. As Gordon and Paci note, "the individual is sovereign over his life, his body, his self. Only s/he truly knows what is best for her/him, and only s/he is really capable of deciding." 12(p1448) They further suggest that this individual perspective derives from the assumption that "Life is, in the end, infinitely controllable." 12(p1448) In contrast to what may be said to be common Western ideals, the literature confirms that many cultural groups do not subscribe to these individualistic approaches to autonomy in decision-making.
* Patients with affiliations to more collectivist societies-such as Hispanic, Native American, Italian, and many Asians-are described as feeling more psychologically and socially dependent on family members to make decisions. 26 Consequently, studies report higher levels of family involvement in cancer care decision making in groups, such as Greek and Russian communities, where a collectivist orientation is common. 17, 27 The view of self as part of a larger whole has been described as a socially embedded standpoint where social means, first and foremost, the family and one's local group of trust. 28 Among our culturally nondominant participant sample, this theme of family orientation was a consistent pattern. Furthermore, many of the participants thought that the manifestations of this family orientation from their own country of origin represented what ought to be common logic across all healthcare encounters. For example, one woman explained the rationale underlying the approach that she would have considered standard in her country:
The nurse, the doctor, they right away say, okay, let's see who is the closest to this person you know. Is that his son? Is that the husband? And then just call and say, "Mr. So and So, I need to discuss something with you before I speak with your wife. . ."
[Ask] "How does she handle bad news, in what way?" And so they make themselves ready for the sick woman by listening, preventing problems.
The accounts of these culturally nondominant participants provide a base for reflection on the extent to which our common understanding of what constitutes family-centered care may have been influenced by our preoccupation with a particular understanding of informed consent. Because we have focused so much attention on cases where minors or adults deemed unable to legally consent on their own behalf require written consent for specific treatments and/or procedures, we may have created an overly problematic orientation to the very notion of direct family involvement. This may have inadvertently shifted our attention away from the far more common construct of cultural embeddedness and interconnecting relationships that shape individual lives.
Western constructs about the importance of autonomy are also influenced by shifting configurations regarding what constitutes "family." Although westerners commonly replicate breadwinner, homemaker, and guardian roles, nonhierarchical interrelationships are idealized, and the rights of individuals to operate independently are protected by healthcare professionals when safety is thought to be compromised. However, nondominant cultures may operate within more traditional hierarchical models that, from Western perspectives, preserve inappropriate power imbalances, most often oppressing women and children. In addition, despite diverse configurations, Western families have embedded values including linking aging to dependence and locating "in house" family healthcare as a female role. Clearly, the West has its own biases and contradictions in how family is constructed and these values are likely to influence who, as well as how, families from nondominant cultures are communicated with in the context of cancer communication.
DISCUSSION
We believe that this research is informative regarding our assumptions as caregivers when we attempt to provide due diligence in patient-provider interactions. The first assumption relates to the concept of responsibility and what we understand as a common Western healthcare professional view that it is the responsibility of the patient to signal his or her own needs with regard to information. Too often, healthcare professionals assume that patients understand their communication around cancer or that a translation process will be sufficient to ensure communication adequacy. In these ways, often by default, the responsibility for missed content, language barriers, or disconnected dialogue ultimately lies with the cancer patient. This messaging is re-enforced by larger agency structures, such as health promotion, which implicitly and explicitly position health (and illness) as the responsibility of the individual, rather than the state. Therefore, when a diagnosis as serious as cancer is made, dominant Western ideals (and healthcare policy) expect, and in some instances demand, that the individual be self-directed and dedicate the necessary time and effort to not only access but understand how to appropriately adopt self-help and self-health in the presence of cancer.
The second assumption relates to the concept of autonomy and the Western healthcare ideal that "Information and decision-making belongs with the individual and not the family." Western attitudes toward autonomy are clearly noted in the literature as reflecting the prime importance of individual freedom and self-determination. 13 However, there are inherent "responsibilities"that a decision will be made by the individual, and when the Western view of autonomy is imposed upon nonWestern cultures, obvious difficulties arise, as has been documented in the context of numerous qualitative inquiries.
* For example, many non-Western cultures prefer less information and do not desire full disclosure. 5 Barnes et al 10 found that some of the Chinese and Spanish patients in their study appeared to passively accept healthcare professional decisions regarding their care. Ashing-Giwa 29 also found that Asian and Latino cervical cancer survivors did not question doctors about diagnosis or treatment. As these cases illustrate, there would be considerable differences between professional expectations of patients in regards to signaling their needs for information and in the patients' desire for that information.
Subtle nuances in the intricate dance between how we understand autonomy and responsibility and culturally construct the inverse of dependence and being irresponsible seem powerfully important in what we understand about our obligations in cancer care communication. By reflecting on the accounts of those who experience our communication patterns as discordant with their own, we discover increasing layers of complexity within what we thought we understood. Within this context clinicians are guided by the overriding principle of informed consent, which has been championed by consumer groups and activists in Western medicine for several decades. 19, 21, [30] [31] [32] Informed consent is a process that occurs along the continuum of disease diagnosis and treatment and assumes the ethical imperative of giving patients comprehensive information and allowing them to make choices regarding their disease treatment. 10 There is now a worldwide-growing shift toward informed consent that Surbone 32 relates to increasing public knowledge, more healthcare professional training in palliative care, changes in legal requirements, and increasing patient and public activism.
While clinicians strive to provide informed consent for all patients, they are challenged to do so in culturally sensitive ways. Various qualitative studies have documented cultural specifics related to revealing cancer diagnosis, prognosis, and treatment information. 17, 18, 24 In many instances, they articulate links between "full disclosure" and various negative outcomes for patients. For instance, Blackhall et al 15 found that some Mexican Americans and Korean Americans preferred not to be told the truth about a terminal diagnosis because it would cause depression and loss of hope. In the same study, European Americans and African Americans wanted to know the whole picture of their disease and did not identify negative outcomes to receiving that information. In other studies, Japanese and Taiwanese physicians revealed their beliefs in the negative outcomes to patients and family members of revealing a cancer diagnosis. 16, 19 Our data, like that of many who have studied the experiences of individuals from members of nondominant cultures seeking healthcare in a Western clinical context, confirm that the meaning of, and desire for, "information" is a matter of strong personal preference as well as cultural influence. 15, 17, 19 Some of our study participants described the individualized context of information as problematic, while others focused their emphasis on the volume, form, and nature of information as having violated some sense of how they needed to manage their health crisis and cope with the challenge of cancer. As our study revealed, the Western ideals of honesty and integrity are often incongruent with culturally informed needs to "save face," avoid "shame," or prevent "shock" that inform the underpinning denial of weakness or inadequacy. What we in the West consider "truth-telling" may constitute a highly undesirable approach if the care and comfort of the patient is highly valued.
It seems important, as we deconstruct the embedded assumptions that shape our understanding of how cancer care communication "ought" to be conducted, that we recognize the Western medicolegal risk-management context within which we healthcare professionals are entrenched. It is clearly in our interests to be confident that we have "given" the information that we understand to be foundational to an informed consent, and it is required that we establish a line of documentation in that regard (through such forms as meeting notes or patient signature). Within our dominant cultural understanding, therefore, our obligation is normally limited to our having given information and documented consent. What we tend to extrapolate from this context, therefore, is that the patient who has certifiably received our information also understands and accepts responsibility for potential adverse outcomes.
However, it could be argued that we rarely incorporate into our formal obligations an agreement with regard to how information is interpreted or what informed consent symbolizes. We assume that since patients have the right to take legal action against professionals who do not uphold their part of the informed consent bargain, there is a natural corrective within the system to ensure effective information sharing. However, this too ignores the differential capacity among and between population groups to be able to define incompetence or to understand what constitutes negligence, let alone to initiate action in either case. Thus, our manner of understanding our own obligations seems to further entrench our dominant Western attitudes about what our commitment ought to be in relation to clients' well-being. In this context, we tend to assume that by avoiding harm, we are inherently doing good.
The meanings of informed consent are mediated by culture and context. For example, in Western cultures we are accustomed to signing agreements to confirm understandings about specific conditions related to purchases and activities. The agreement may constitute a guarantee when purchasing a new automobile or, in our own local context of Vancouver, a home warranty regarding the number of years a residence will remain waterproof. Alternatively, when skiing or horseback riding, the agreement may act as a legal waiver against those providing the experience should the patron experience any untoward injury. In such instances, this highly rational logico-deductive model of understanding human experience and decision making works quite well to provide the consumer with "peace of mind." However, in complex issues such as health behaviors and self-care decision making, this model works notoriously badly, especially within health systems that rely on a desiccated view of the self as largely rational and independent. Moreover, in the context of cancer, the positioning at either end, as well as along the continuum of a guarantee versus a waiver, is particularly problematic.
Just as cultures shift over time and context, so too do the concepts of responsibility and autonomy and their connections to informed consent. Rather than a principle, informed consent becomes a process that requires repeated attempts to ascertain what the patient (and family) wants to know, and how involved they want to be in the process. The approach outlines a compromise between the possible harm associated with patient ignorance and the possible harm caused by unwanted information. If, as Nichols 33 suggests, 75% of communication is listening-yet most people only spend 30-40% of their time listening, we may need to designate listening times to maximize the effectiveness of talking. Put another way, by listening, clinicians might develop more meaningful evaluations of patients' relationships to responsibility and autonomy and the possibilities for constructing tailored versions of informed consent. In addition, according to the findings from our study we suggest that the talk should foster reciprocity and cultural exchange. Therefore, the Western value of informing patients about their cancer and treatment options should be explained and the person and the family behind the patient should be encouraged to emerge if effective cancer communication is to be negotiated. At a macro level, when a hospital develops a policy, such as informed consent, community members who represent the cultures served by the facility should help contribute to the development and review of such policies. Such collaboration might reduce intercultural conflict by establishing and maintaining understandings between healthcare services and the community.
CONCLUSION
The cultural context in which cancer care is provided is becoming increasingly complex as the ethnic makeup of communities worldwide becomes more diverse. In the specific context of Canada, the number of immigrants is increasing in response to labor shortfalls attributed to decreasing birth rates, an aging population and impending baby boomer retirements. The resultant cultural mixing demands that dominant norms regarding cancer communication need to work with increasingly diverse populations. On the basis of reflection upon the nondominant subset of participants in a larger qualitative study of cancer care communication, we conclude that there is much to be learned. This learning relates to an alternative view about the presuppositions with which we Westerners typically approach problems of autonomy, responsibility, and informed consent. Reflecting on the experiences of the nondominant patient with regard to what works and does not work in cancer care communication brings into focus the extent to which we who inhabit the dominant Western culture typically gloss over the idea of informed consent as if it were not terribly problematic. We tend to behave as if there is such a thing as "truth" in truth telling, and that the best decisions inevitably arise out of circumstances in which the truth that seems apparent to the healthcare provider is shared with, and agreed upon by the consumer of cancer care. By engaging in reflective analysis of the accounts provided by culturally nondominant cancer patients, we are reminded of the value of remaining vigilant to the implications of the ideas we hold, and to the manner in which they shape the cancer experience of our patients. We believe there is much to be learned about the pervasive assumptions embedded in our cancer care culture by studying the challenges experienced by those for whom our dominant worldview does not make sense.
